Introduction
Despite the rich blood supply, clinically detectable metastases to muscle are very uncommon and the reason for this is poorly understood. Direct metastatic spread of malignant cells frequently takes place to the brain, spinal cord and nerve roots, where compression and infiltration of nervous tissue may occur. Involvement of peripheral nerves usually occurs from an indirect neoplastic effect which takes the form of a symmetrical peripheral neuropathy (Denny-Brown, 1948) . A most unusual case is described of mononeuritis multiplex due to metastatic spread of non-Hodgkin's lymphoma to muscle, with direct involvement of peripheral nerves. (Slatkin and Pearson, 1976) . Ultrastructural studies (Carr, McGinty and Norris, 1975) have actually demonstrated neoplastic cells penetrating the sarcolemma and invading skeletal muscle syncitia accompanied by polymorphs and macrophages. The syncitia disintegrate and the myofibrillar debris is phagocytosed by macrophages.
It is important to note that in the above 3 postmortems, neoplastic involvement in muscle was only recognized microscopically and not macroscopically. The number of reports of discrete metastatic masses detected in muscle are surprisingly few. Single cases of squamous cell carcinoma of the lung (Pellegrini, 1979) , carcinoma of the colon (Laurence and Murray, 1970) and carcinoma of the pancreas (Mulsow, 1943) presenting as discrete muscle masses have been reported. The factors responsible for this low frequency of skeletal muscle metastatic deposits are not understood. The present case was remarkable in that there were not only 2 large metastatic deposits, but at sites resulting in nerve compression and infiltration. The mass in the lateral head of the left gastrocnemius was closely situated to the deep peroneal nerve, whilst the mass in the right deltoid was some distance from the radial groove. It must therefore be surmised that neoplastic cells from the latter mass were extensively infiltrating into nearby muscles. One might even speculate that perhaps the nerves were primarily involved with secondary spread to muscle. Infiltration of nerves has been reported in Hodgkin's and non-Hodgkin's lymphoma; longitudinal invasion of the perineurium and endoneurium causing axonal degeneration and segmental demyelination (Henson and Urich, 1970) .
It is of interest to note that mononeuritis multiplex has recently been described from 3 patients who only subsequently were found to have oat cell carcinoma, lymphoma and liposarcoma (Johnson et al., 1979) . This was thought to be a new kind of remote effect of cancer on the peripheral nervous system, as nerve biopsy showed active wallerian degeneration with vasculitis, but no invasion by malignant cells.
This patient also had a history of the GuillainBarre syndrome which is known occasionally to occur in association with lymphomas (Lisak et al., 1977; Currie et al., 1970) . Acute idiopathic polyneuritis is widely believed to be an immunologically mediated disease caused by delayed hypersensitivity to peripheral nervous system myelin antigens (Asbury, Arnason and Adams, 1969) . The association with lymphomas, however, in which there is commonly a degree of immunosuppression, suggests that partial immune deficiency could serve as a triggering factor in autoimmune neuropathy (Lisak et al., 1977) .
The 
